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manage  the  program.  We  believe  that  better  program  definition, 
management  information,  and  program  monitoring  would  result  in  a 
more  efficient  and  effective  program. 
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The  department  monitor  home  health   ser- 
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CHAPTER    I 
INTRODUCTION 

A  performance  audit  survey  of  the  Montana  Medicaid  program 
was  done  at  the  request  of  the  Legislative  Audit  Committee,  the 
Legislative  Finance  Committee,  and  the  Department  of  Social  and 
Rehabilitation  Services  (SRS).  The  preliminary  survey  was  pre- 
sented to  the  Legislative  Audit  Committee  in  June  1984.  As  a 
result,  a  number  of  Medicaid  performance  audits  were  scheduled. 
This  report  summarizes  the  results  of  our  performance  audit  of  one 
Medicaid  program.   Home  Health  Services. 

We  believe  the  Home  Health  Services  program  is  meeting  an 
overall  need  by  providing  alternative  health  care  in  the  home. 
However,  our  audit  noted  the  program  could  be  administered  more 
efficiently  and  effectively  through  better  program  definition  and 
monitoring  of  program  activity. 

OBJECTIVES  OF  AUDIT 

The  four  main  objectives  of  the  audit  were: 

1  .        to   determine    the    role    of   the    Home    Health    Services    pro- 
gram; 

2.  to     determine     if     adequate     program     requirements     and 
utilization  controls  exist; 

3.  to  determine   if  appropriate   recipients  are   receiving    home 
health  services;    and 

4.  to    determine    if    program    activities    are    performed    effi- 
ciently and  effectively. 


SCOPE  OF  AUDIT 

This  audit  was  part  of  an  overall  performance  audit  of  Medic- 
aid cost-based  services.  The  audit  was  conducted  in  accordance 
with  generally  accepted  governmental  performance  auditing  stan- 
dards.      As    part    of   our    audit,    we    identified    program    definitions 


and  requirements  to  provide  criteria  for  evaluation  of  the  program. 
We  reviewed  program  expenditures  and  statistics  to  determine 
program  status  and  activity  levels.  We  also  tried  to  determine 
program  goals  and  objectives  used  by  the  Department  of  Social  and 
Rehabilitation  Services  (SRS)  to  direct  and  monitor  program  devel- 
opment and  operations. 

We  tested  the  appropriateness  of  home  health  services  as  the 
source  of  care  provided.  To  do  this,  we  visited  a  sample  of  home 
health  agencies  and  recipients  to  observe  services  and  duties 
performed.  By  reviewing  agency  files  and  recipient  claim  history, 
we  also  measured  the  efficiency  and  effectiveness  of  program 
activities.  We  examined  utilization  controls  and  limitations  used  to 
administer  the  program.  We  also  tested  the  reimbursement  and 
settlement  process  for  adequacy. 

COMPLIANCE 

As  part  of  our  audit  we  reviewed  compliance  with  laws, 
administrative  rules,  and  policies  relating  to  administration  of  the 
Home  Health  Services  program.  We  found  a  specific  instance  of 
noncompliance  relating  to  authorization  of  expenditures  in  excess  of 
$400.  This  is  discussed  later  in  this  report.  For  items  we  did 
not  specifically  test  for  compliance,  nothing  came  to  our  attention 
that  indicated  noncompliance  was  affecting   the  program. 

REPORT   ORGANIZATION 

This  report  is  presented  in  five  chapters.  The  first  chapter 
outlines  audit  scope  and  objectives.  The  second  chapter  describes 
the  Home  Health  Services  program  and  how  it  functions.  The  next 
chapter  identifies  changes  needed  in  program  definition.  Chap- 
ter IV  deals  with  adequacy  of  utilization  monitoring  and  controls. 
The  final  chapter  summarizes  overall  concerns  with  program  admin- 
istration. 


CHAPTER   II 
BACKGROUND 

This  chapter  gives  an  overview  of  the  Home  Health  Services 
program.  The  chapter:  1)  explains  how  the  Home  Health  Services 
program  works;    and  2)   outlines  overall   program  size  and  growth. 

MEDICAID   PROGRAM   HISTORY 

The  Montana  Medicaid  program  was  established  in  1967  as  a 
federal-state  partnership  with  the  federal  government  providing 
financial  support  and  basic  program  guidelines.  The  Department 
of  Social  and  Rehabilitation  Services  (SRS)  administers  the  program 
but  must  establish  specific  care  requirements  set  forth  by  the 
federal  government  for  the  department  to  receive  matching   funds. 

With  its  inception  in  Montana,  only  basic  services  were  of- 
fered by  Medicaid:  hospitalization,  physicians,  skilled  nursing 
home  care,  prescription  drugs,  and  dental.  Administrative  rules 
for  the  Home   Health  Services  program  were  developed   in   1980. 

HOME   HEALTH   SERVICES   PROGRAM   DESCRIPTION 

The  Home  Health  Services  program  is  designed  to  offer  med- 
ical services  in  the  residences  of  eligible  Medicaid  recipients. 
Home  health  services  include  the  following: 

1.  nursing   services    (i.e.,   obtaining   samples   for  blood/urine 
tests) ; 

2.  home  health  aide  services   (i.e.,   basic  personal   hygiene); 

3.  physical     therapy     (i.e.,     assistance    with     walking    exer- 
cises); 

4.  occupational      therapy      (i.e.,      improve     daily      functional 
skills); 

5.  speech  therapy;   and 

6.  medical    supplies    and    equipment    suitable    for    use    in    the 
home. 


These  services  are  to  be  provided  in  the  recipient's  place  of 
residence  by  a  licensed  home  health  agency  or  by  a  registered 
nurse  in  areas  not  covered  by  an  agency.  As  of  December  1985, 
no  registered  nurse  was  under  contract  to  provide  home  health 
services   in  Montana. 

Program  requirements,  established  by  SRS,  must  be  met  to 
provide  home  health  services.  For  example,  home  health  services 
must  be  prescribed  by  the  attending  physician  and  be  part  of  a 
written  plan  of  care.  Also,  services  are  limited  to  a  maximum  of 
200  visits  per   recipient  per  year. 

During  our  review  we  found  a  wide  range  of  recipients  being 
served  on  this  program.  Vie  found  services  being  provided  to 
recipients  recovering  from  injury  or  surgery.  Long-term  services 
were  being  provided  to  recipients  with  continuing  disabilities  such 
as  cerebral  palsy.  As  a  result,  Montana's  program  offers  care  to 
all  types  of  recipients. 

The  Medicaid  Waiver  program,  which  is  also  administered  by 
SRS,  is  designed  to  offer  a  choice  of  home  services  to  only  those 
recipients  who  are  Medicaid  eligible  for  services  in  skilled  nursing 
facilities,  intermediate  care  facilities,  or  intermediate  care  facilities 
for  the  mentally  retarded.  Home  health  agencies  provide  some  of 
the  services  allowed  under  the  Waiver  program,  but  also  serve 
patients  not  eligible  for  Waiver  services. 

Process  for  Obtaining  and  Terminating   Services 

To  receive  home  health  services,  a  patient  can  be  referred 
through  one  of  three  main  sources.  The  patient  can  be  referred: 
by  the  attending  physician  through  the  hospital  discharge  process, 
a  county  social  worker,  or  a  member  of  a  case  management  team. 
The  following  flowchart  outlines  the  referral   process. 


REFERRAL  PROCESS  FOR  HOME  HEALTH  SERVICES 
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As  illustrated  by  the  flowchart,  the  ultimate  decision  to  use 
and  terminate  home  health  services  is  made  by  the  physician.  By 
reviewing   the   patient's  care  plan   every  60  days,    the   physician   can 


assess  patient  status  and  renew  or  terminate  inome  health  services. 
If  services  are  terminated,  resumption  of  services  can  be  pre- 
scribed  by  the  physician  at  a   later  date. 

Providers 

Home  health  services  are  provided  by  licensed  home  health 
agencies.  These  agencies  must  provide  the  services  of  a  regis- 
tered nurse  and  at  least  one  other  therapeutic  service,  with  the 
option  to  offer  additional  support  services.  Each  home  health 
agency  must  enter  into  a  contract  with  the  Department  of  Social 
and  Rehabilitation  Services  (SRS).  This  contract  outlines  services 
the  agency  will  provide,  program  limitations,  and  the  claims  pay- 
ment process.  As  of  December  1985  there  were  29  home  health 
agencies  licensed  to  provide  services. 

All  home  health  agencies  must  be  licensed  by  the  Department 
of  Health  and  Environmental  Sciences  (DHES).  As  part  of  the 
licensing  process,  DHES  conducts  surveys  to  renew  or  deny  a 
license.     The  survey  reviews  several  areas  including: 

1  .        compliance  with  federal  and   state  laws; 

2.  organization,   services,   and  administration  of  the  agency; 

3.  evaluating   adequacy   of  review   performed    by    professional 
staff; 

4.  review  of  plans  of  treatment  used; 

5.  review  of  medical   supervision   performed   for  the  agency; 

6.  clinical   records;    and 

7.  evaluating    procedures    used    for    reviewing    administrative 
and  clinical   records. 

After  the  survey  is  completed  a  Certification  and  Transmittal 
report  is  generated  to  note  any  deficiencies  and  to  note  whether  a 
license  was  issued.  A  copy  of  the  Certification  and  Transmittal 
report  is  given  to  both  SRS  and  the  applicable  agency.  The 
report     keeps     SRS     informed     of     any     deficiencies     and     requires 


agencies  to  write  an  implementation  plan  to  correct  deficiencies.  A 
follow-up  survey  is  performed  by  DHES  to  verify  correction  plans 
are  completed.  A  copy  of  the  follow-up  report  is  then  sent  to 
SRS.  Historically,  DHES  has  been  reviewing  home  health  agencies 
every  two  or  three  years.  DHES  officials  indicated  they  plan  on 
conducting  annual   reviews  in  the  future. 

After  an  agency  becomes  licensed  by  DHES  and  enters  a 
contractual  agreement  with  SRS.  it  applies  to  the  state's  contracted 
claims  processing  firm  to  obtain  a  provider  number.  Upon  receiv- 
ing a  provider  number,  the  home  health  agency  can  submit  Medic- 
aid claims  for   reimbursement. 

Home  health  agencies  can  be  associated  with  a  hospital  and 
can  cover  more  than  one  county.  For  example,  one  agency  pro- 
vides service  in  seven  counties.  The  following  map  indicates 
which  counties  are  covered  by  home  health  agencies. 


COUNTIES  COVERED  BY  HOME  HEALTH  AGENCIES 


(As  of  November  1985) 


Legend    /  ,,  /   Counties  covered  by  a  home  health  agency 


/ /   Counties  not  covered  by  a  home  health  agency 


Source:    Compiled  by  the  Office  of  the  Legislative  Auditor  from 
DHES  records 
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Reimbursement  for  Services 

Tlie  amount  of  reimbursement  for  services  is  based  upon  a 
percentage  of  home  health  agencies'  customary  service  charges. 
Blue  Cross  of  Montana  determines  the  percentage  rate  from  cost 
report  information  and  communicates  the  rate  to  SRS.  SRS  is  then 
responsible    for    sending    this    information    to    the    claims    processing 


firm     for     use     in     determining     the     amount    of     reimbursement     for 
agencies  submitting  claims  for  services  provided. 

Blue  Cross   Involvement 

As  mentioned.  Blue  Cross  reviews  cost  reports  for  home 
health  agencies.  This  requires  agencies  to  submit  cost  reports  to 
Blue  Cross.  Blue  Cross  performs  desk  reviews  of  all  cost  reports 
and  selects  a  sample  of  home  health  agencies  for  field  audits.  By 
federal  regulation.  Blue  Cross  is  allowed  one  year  to  process  this 
information,  determine  allowable  rates  for  services,  and  notify  SRS 
of  its  findings.  This  information  is  used  by  SRS  to  provide  crite- 
ria for  reimbursement. 

During  our  audit,  the  federal  Health  Care  Financing  Adminis- 
tration (HCFA)  proposed  to  establish  regional  intermediaries  for 
free-standing  home  health  facilities.  This  proposal  would  result  in 
the  processing  of  cost  reports  to  be  switched  from  Blue  Cross  of 
Montana  to  Blue  Cross  of  Iowa.  Although  this  change  may  cause 
some  communication  problems  in  the  future,  SRS  has  no  effective 
means  to  modify  the  situation  since  the  change  was  mandated  by 
the  federal  government. 

Settlements 

Settlements  for  home  health  agencies  are  determined  by  com- 
paring the  average  cost  of  each  service  to  the  customary  charge 
received  for  the  service.  Average  cost  of  services  are  obtained 
from  the  cost  report  information  Blue  Cross  submits  to  SRS. 
Under  the  Administrative  Rules  of  Montana,  ultimate  reimbursement 
for  services  is  the  lower  of  average  cost  or  customary  charges. 
The  allowable  rate  is  then  multiplied  by  number  of  services  to 
determine  a  reimbursable  cost  for  each  service.  This  cost  is 
compared  to  payments  made  to  the  agency  for  each  service  to 
determine  if  there  was  overpayment  or  underpayment.  For  over- 
payment, the  department  notifies  the  agency  that  an  amount  is 
due.  Underpayment  results  in  amounts  payable  to  the  home  health 
agency.      This  process  is  outlined   in  the  following   flowchart. 
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ADMINISTRATION   OF   PROGRAM 

Administration  of  the  Home  Health  Services  program  was 
performed  by  the  Medicaid  Financing  Bureau  prior  to  reorganiza- 
tion of  the  Economic  Assistance  Division  in  the  Department  of 
Social  and  Rehabilitation  Services  (SRS).  This  administration  was 
performed  by  a  program  manager  and  a  financial  analyst.  The 
program  manager's  duties  included  monitoring  program  utilization, 
acting  as  the  liaison  between  the  bureau  and  DHES  in  regard  to 
home  health  surveys,  and  communicating  program  changes  to 
providers.  Duties  performed  by  the  financial  analyst  included 
performing  settlement  determinations  and  communicating  settlements 
or  reimbursement  rate  changes  to  agencies.  Both  staff  members 
also  performed  duties  related   to  nursing   homes  and  hospitals. 

Organizational  changes  have  resulted  in  most  home  health 
duties  being  performed  by  the  Primary  Care  Unit  staff  in  the 
Medicaid  Bureau.  Utilization  controls  over  the  program  will  be 
reviewed  by  a   separate  Utilization   Control   Unit  of  the  bureau. 

Program  Expenditures 

Although  expenditures  for  this  program  are  increasing,  home 
health  services  do  not  represent  a  major  portion  of  Medicaid  costs. 
Illustration  U  details  the  amount  reimbursed  for  services  provided 
in  the  last  three  fiscal  years  for  the  Home  Health  Services  pro- 
gram. Not  all  claims  have  been  submitted  for  fiscal  year  1984-85, 
therefore  expenditures  for  the  year  do  not  represent  total  expen- 
ditures. 
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HOME  HEALTH   PROGRAM  EXPENDITURES 
For   Fiscal  Years    1982-83   Through    1984-85 


500_ 

400_ 

THOUSANDS 

OF  300_ 

DOLLARS 

200_ 

100 


$387,698 


$266,287 


$287,052 


1982-83 


1983-84* 
FISCAL  YEARS 


198A-85* 


*Not  all  of  the  services  have  been  billed  yet,  so  expenditures  will 
increase.  The  figures  in  the  above  illustration  are  as  of  January 
1986. 

Source:   Statewide  Budgeting  and  Accounting  System 

Illustration  4 


Program  Statistics 

The  development  of  liome  health  services  is  illustrated  by 
various  statistics  which  were  compiled  from  paid  claims  information. 
With  this  information,  we  were  able  to  determine  type  of  recipient 
served  and  type  of  services  provided.  The  following  table  de- 
scribes age  and  sex  of  home  health   patients  in  calendar  year  1984. 
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TABLE   OF   GENDER   BY  AGE 
In  Calendar  Year    1984 


FREQUENCY 
120 
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80  • 
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t  t  t    I  t  t  I  I    «n  , 
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I 


0-9       10-19     20-29     30-44     45-64    65-74      75  + 
A6E  IN  YEARS 


Source:        Compiled  by  the  Office  of   the  Legislative  Auditor 

Illustration  5 

The  1984  statistics  reflect  the  same  trend  found  in  previous  years. 
By  reviewing  the  type  and  number  of  services  provided,  we 
found  two  services,  visiting  nurse  and  home  health  aide,  were 
used  most  frequently.  Other  services  frequently  provided  include 
physical  therapy,  speech  therapy,  and  occupational  therapy. 
Illustration  6  outlines  the  number  of  services  provided  in  1982 
through   1984. 
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NUMBER  OF  SERVICES  PROVIDED 


Calendar 

Years  1982 

Thi 

rough  1984 

1982 

1983* 

1984* 

Visiting  Nurse 

3,203 

2,500 

3,021 

Home  Health  Aide 

1,934 

1,231 

1,684 

Physical  Therapist 

225 

209 

366 

Occupational  Therapist 

63 

37 

152 

Speech  Therapist 

48 

35 

50 

Total 

5,473 

4,012 

5,273 

*  All  claims  have  not  been  submitted 

Source:   Compiled  by  the  Office  of  Legislative  Auditor 

Illustration  6 
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CHAPTER    III 
USE  OF   HOME   HEALTH   SERVICES 

This  chapter  discusses  program  requirements  for  use  of  home 
health  services.  We  reviewed  home  health  agency  files,  program 
criteria,  and  costs  of  various  services.  As  a  result  of  this  re- 
view, we  found  the  definition  of  requirements  to  receive  home 
health  services  to  be  insufficient  in  providing  clear  guidelines  for 
program  objectives.  This  chapter  presents  a  discussion  of  these 
concerns  and  our   recommendations. 

Home  Health   Requirements 

Our  review  of  the  Home  Health  Services  program  included  a 
comparison  of  program  requirements  with  actual  program  opera- 
tions. Requirements  tested  included  length  of  time  services  were 
received  and   recipient  requirements. 

Section  U6.12.550,  ARM,  states  home  health  services  are  to  be 
provided  on  a  part-time  or  intermittent  basis.  The  Department  of 
Social  and  Rehabilitation  Services  (SRS)  and  home  health  agencies 
use  a  Medicare  definition  of  part-time  or  intermittent.  This  defini- 
tion does  not  refer  to  the  span  of  time  services  are  provided  but 
rather  to  the  number  of  services  provided  in  a  twenty-four  hour 
period. 

Medicare  guidelines  pertain  more  to  skilled  care  provided  on  a 
day-to-day  basis  for  a  short  period  of  time  (two  to  three  weeks). 
Current  Medicaid  home  health  services,  however,  cater  to  interme- 
diate care  provided  over  longer  periods  of  time  (a  number  of 
months).  We  found  most  recipients  of  home  health  services  require 
intermediate  care  and  some  require  it  for  long  periods  of  time.  We 
found  recipients  have  received  services  monthly  for  up  to  three 
and  one-half  years.  The  use  of  the  Medicare  definition  does  not 
appear  to  be  consistent  with  current  emphasis  of  the  Medicaid  home 
health   program  and  the  type  of  patients  serviced. 

An  inconsistency  also  appears  in  recipient  requirements.  It 
is   not   clear   whether   there   is   a   specific   homebound    requirement  or 
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not.  To  determine  recipient  requirements  for  Inome  lieaith  ser- 
vices, department  staff  use  Medicare  guidelines  and  medical  neces- 
sity criteria  as  defined  in  the  Administrative  Rules  of  Montana. 
The  rules  simply  require  home  health  services  to  be  provided  if 
they  are  considered  the  best  alternative.  However,  in  practice, 
physicians  are  using  home  health  agency  forms  which  require  them 
to  determine  the  homebound  status  of  recipients,  which  implies  that 
it  is  a  consideration.  This  results  in  an  unclear  definition  of  the 
type  of  patient  to  be  served  on  the  Home  Health  Services  program. 
The  Home  Health  Services  program  requirements  need  to  be 
better  defined.  Without  adequate  program  definitions,  the  depart- 
ment cannot  adequately  measure  program   results. 

RECOMMENDATION  #1 

WE  RECOMMEND  THE  DEPARTMENT  CLEARLY  DEFINE  THE 

HOME  HEALTH  SERVICES  PROGRAM. 


Alternative  Sources  for  Health   Care 

One  of  the  services  provided  to  most  home  health  recipients  is 
home  health  aide  services.  In  some  cases,  present  procedures 
have  resulted  in  higher  costs  for  these  medical  services  since 
similar  services  are  available  through  another  source,  personal 
care  attendants,   at  a   lower  cost. 

Administration  of  personal  care  attendants  is  done  by  the 
Long-term  Care  Unit  in  the  Medicaid  Bureau.  Currently,  the 
department  must  contract  with  personal  care  attendants  for  ser- 
vices. 

Services  provided  by  home  health  aides  and  personal  care 
attendants  often  provide  the  same  level  of  care.  Both  services  can 
provide  medically  oriented  services  and  must  be  supervised  by  a 
registered  nurse.  The  following  chart  outlines  some  services  pro- 
vided by  each  type  of  personnel. 
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EXAMPLES  OF  SERVICES  PROVIDED  BY  PERSONAL  CARE  ATTENDANTS 
AND  HOME  HEALTH  AIDES 


Examples  of  Services  Provided 

1.  Basic  personal  hygiene 

2.  Assistance  with  toileting 

3.  Assistance  with  nutrition 

4.  Assistance  with  self-administered 
medication 

5.  Accompanying  patient  to  obtain  medical 
diagnosis  or  treatment 


Personal 

Care 

Home 

Attendant 

Hi 

ealth  Aide 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Source:   Compiled  by  the  Office  of  the  Legislative  Auditor 

Illustration  7 

During  our  review  of  home  heaitln  services,  we  found  home 
health  aides  were  performing  many  of  the  sane  tasks  as  those 
outlined  for  personal  care  attendants.  These  specific  tasks  included 
helping  patients  with  basic  personal  hygiene  and  self-administered 
medications.  However,  the  cost  of  a  home  health  aide  ranges  from 
$15-25/visit,  with  a  visit  averaging  about  one  hour.  A  personal 
care  attendant  costs  approximately  $3.85/hour.  There  were  1,231 
health  aide  services  in  calendar  year  1983  and  1,68^  in  calendar 
year  1981,  some  of  which  could  have  been  provided  at  a  lower  cost 
by  using   personal  care  attendants. 

Another  factor  illustrating  a  need  for  more  effective  employ- 
ment of  personal  care  attendants  is  the  length  of  time  patients  are 
being  served.  A  number  of  patients  are  being  served  for  long 
periods  of  time.  These  patients  often  require  routine,  personal 
services  which  could  be  provided  by  personal  care  attendants. 
SRS  has  not  generated  management  information  to  identify  these 
long-term  patients.  Monitoring  of  program  utilization  could  help 
identify  those  long-term  recipients  who  could  use  personal  care 
attendants   rather  than   home  health  aides. 
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Management  of  the  two  services  by  two  separate  bureaus 
contributed  to  less  efficient  use  of  these  services.  The  Medicaid 
Financing  Bureau  administered  home  health  aides  through  home 
health  agencies,  while  the  Medicaid  Services  Bureau  administered 
personal  care  attendants.  Coordination  and  monitoring  of  these 
services  can  be  more  effectively  communicated  since  the  two 
bureaus  were  combined   in   September   1985. 

RECOMMENDATION  #2 

WE  RECOMMEND  THE  DEPARTMENT  MONITOR  HOME  HEALTH 
SERVICES  PROVIDED  BY  HOME  HEALTH  AIDES  AND  PER- 
SONAL CARE  ATTENDANTS  TO  FACILITATE  APPROPRIATE 
SERVICES  AT  THE  LOWEST  COST. 
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CHAPTER    IV 
UTILIZATION   MONITORING   AND   CONTROLS 

This  chapter  outlines  the  procedures  used  by  SRS  personnel 
to  monitor  and  control  the  Home  Health  Services  program.  Pro- 
gram monitoring  is  necessary  to  ensure  only  necessary  services  are 
provided.  Criteria  used  for  reviewing  the  program  is  defined  in 
the  Administrative  Rules  of  Montana.  We  reviewed  this  criteria  for 
adequacy  and  effectiveness  in  controlling  utilization.  We  also 
examined  the  procedures  used  by  SRS  staff  to  perform  the  moni- 
toring. The  following  sections  discuss  the  lack  of  utilization 
reviews,  the  management  controls  in  effect,  and  our  conclusions 
and   recommendations.     The  four  major  utilization  controls  are: 

1 .  maximum  of  200  visits  per   recipient  per  year; 

2.  required    prior   authorization    for   monthly   billings   exceed- 
ing  I^JOO  per  recipient; 

3.  co-payment  of  $1    payable  by   recipient  per  service;   and 

4.  required     prior     authorization     for     equipment     purchases 
over  $75, 


UTILIZATION   REVIEWS  OF  HOME   HEALTH   SERVICES 

There  is  presently  only  minimal  review  by  SRS  of  the  utiliza- 
tion of  home  health  services.  An  SRS  staff  member  is  to  review 
those  cases  where  expenditures  for  services  provided  exceed  $M00 
a  month  or  equipment  purchases  exceed  $75.  Since  only  a  small 
number  of  cases  fall  within  either  of  these  limits,  there  is  indepen- 
dent review  of  only  a  very  few  home  health  care  cases.  In  addi- 
tion, the  home  health  program  is  growing.  Nine  new  home  health 
agencies  were  added   in   six  months. 

An    adequate    utilization    review    process    would    provide    assur- 
ance the  number  of  home  health   services  is  appropriate  and  whether 
services    are    being    provided.      Without    such    reviews,    SRS    has    no 
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means   to   compare   program    results   with   what   is   expected   or   deter- 
mine if  program  controls  are   reasonable  and  effective. 

Programs  providing  medical  care  usually  undergo  utilization 
reviews.  Utilization  reviews  are  already  performed  for  other 
Medicaid  services  such  as  long-term  care  facilities  and  other  home 
and  community  based  services.  Inspections  of  care  are  done 
annually  in  nursing  homes  by  the  Montana-Wyoming  Foundation  for 
Medical  Care  and  90-day  case  reviews  are  performed  by  Case 
Management  Teams  for  Waiver  recipients.  Utilization  reviews  for 
the  Home  Health  Services  program  would  address  compliance  with 
policies  and  the  quality  of  care  provided  by  home  health  agencies. 
Currently,  this  area  is  not  directly  addressed  in  surveys  conducted 
by   DHES  during   licensing. 

Three  of  eight  states  in  the  western  region  we  contacted 
conduct  utilization  reviews  of  their  Home  Health  Services  program. 
In  addition,  the  effectiveness  of  utilization  reviews  was  indicated 
by  an  audit  performed  on  Georgia's  home  health  program.  Georgia 
staff  members  found  on-site  reviews  are  an  appropriate  control 
over  the  program  since  they  identified  reimbursements  that  could 
be  recovered  due  to  undocumented  services  and  other  policy  viola- 
tions. 

RECOMMENDATION    #3 

WE  RECOMMEND  THE  DEPARTMENT  INCLUDE  IN  FUTURE 
PLANNING  AN  ESTABLISHED  SYSTEM  FOR  UTILIZATION 
REVIEW  OF   HOME   HEALTH   SERVICES. 


UTILIZATION    RESTRICTIONS 

V»/e  examined  the  adequacy  of  existing  home  health  program 
controls  over  recipient  utilization.  Two  main  controls  were  tested: 
1)  the  maximum  of  200  visits  per  recipient  per  year;  and  2)  required 
prior  authorization  for  monthly  billings  exceeding  $400  per  recipi- 
ent a  month.  These  controls  were  developed  to  control  home 
health    utilization    and    program    expenditure    levels.       The    200  visit 
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limit  resulted  from  a  program  definition  in  Section  U6.12.550,  ARM, 
which  states  services  are  to  be  provided  on  a  part-time  or  inter- 
mittent basis.  Section  46.12.552,  ARM,  provides  criteria  for  the 
department  to  require  prior  authorization  for  Medicaid  billings 
exceeding   $400   per   recipient  a  month. 

During  our  review,  we  found  these  limits  are  not  providing 
effective  control  over  utilization  of  home  health  services.  These 
limits  do  not  appear  to  be  at  effective  levels  to  meet  program 
objectives. 

Maximum  of  200  Visits   Per  Year 

In  testing  the  control  of  a  maximum  of  200  visits  per  year  per 
recipient,  we  found  the  limit  is  not  a  reasonable  control  of  program 
utilization.  The  limit  appears  to  be  set  at  a  level  that  is  too  high 
for  part-time  or  intermittent  services.  In  fact,  only  0.7  percent 
of  all  recipients  in  the  last  three  and  one-half  years  have  received 
more  than  100  visits.  Only  1.7  percent  of  all  recipients  have 
required  50-100  visits. 

The  department  should  consider  implementing  a  more  reason- 
able control.  In  addition  to  the  200  maximum,  the  department 
should  consider  setting  a  level  above  which  prior  authorization  is 
required.  Instead  of  only  a  maximum  number  of  visits  (200),  the 
lower  level  would  help  monitor  the  program  and  could  more  effec- 
tively control  the  number  of  visits  per  recipient.  Information  on 
the  number  of  services  provided  per  recipient  should  be  compiled 
and  reviewed  to  determine  where  the  prior  authorization  level 
should  be  reasonably  set. 

RECOMMENDATION   #4 

WE  RECOMMEND  THE  DEPARTMENT  REEVALUATE  THE  HOME 
HEALTH  PROGRAM  CONTROL  LIMITATION  FOR  VISITS,  AND 
ADJUST   IT  AS   NECESSARY. 
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$400  Monthly   Limit 

We  also  reviewed  the  effectiveness  of  the  requirement  that 
expenditures  in  excess  of  $400  a  month  per  recipient  need  prior 
authorization.  We  found  no  department  documentation  of  authoriza- 
tions granted  for  9  of  22  recipients  sampled  who  had  received  more 
than  $400  in  services  in  a  month.  Due  to  this  lack  of  documenta- 
tion, we  were  unable  to  determine  if  billings  for  more  than  $400 
had  been  authorized  or  denied  by  SRS.  Lack  of  documentation 
provides  inadequate  program  utilization  information  and  does  not 
provide  assurance  the  control   is  consistently  applied. 

We  also  reviewed  the  authorization  procedures  for  the  $400 
limit  at  the  claims  processing  firm  for  the  Medicaid  program.  We 
found  the  edit  to  identify  recipients  receiving  over  $400  in  ser- 
vices in  a  month  was  not  in  place  until  July  3,  1985,  four  months 
after  the  firm  started  processing  claims.  In  November  1985,  we 
found  that  even  though  the  edit  was  in  place,  it  was  not  function- 
ing properly.  As  a  result,  some  monthly  billings  in  excess  of  $400 
were  still  not  being  identified  for  prior  approval  procedures. 
Although  the  firm  did  correct  the  problem  after  we  brought  it  to 
their  attention,  the  fact  still  remains  some  expenditures  exceeding 
$400  a  month  were  not  prior  authorized  for  a  period  of  at  least 
eight  months. 

The  department  needs  to  ensure  the  $400  per  month  limits  are 
enforced  properly  and  authorizations  and  denials  are  adequately 
documented. 

RECOMMENDATION   #5 

WE  RECOMMEND  THE  DEPARTMENT  REEVALUATE  ITS  PRO- 
CEDURES REGARDING  PRIOR  AUTHORIZATIONS  AND  COR- 
RECT  EXISTING   DEFICIENCIES. 


Co-payments 

We    examined    the    co-payment    requirement    outlined    in    Section 
46.12.204(1),   ARM,   which   states   "each   recipient,   unless  eligible  for 

22 


exemption,  must  pay  to  the  provider  the  following  co-payments  not 
to  exceed  the  cost  of  service  -  Home  Health  services,  $1.00  per 
service."  Co-payments  were  implemented  to  prevent  over-utiliza- 
tion of  services  by  recipients  and  reduce  costs  to  the  Medicaid 
program. 

During  our  reviev;,  we  found  in  most  home  health  cases 
co-payments  are  contributing  minimally  to  reduction  of  costs.  We 
found  in  calendar  year  1984  and  the  first  five  months  of  1985  there 
were  approximately  $4,034  of  necessary  co-payments  that  should 
have  been  billed  and  paid  for  home  health  services.  Approximately 
$6,066  of  co-payments  was  exempt  from  the  requirement  in  the 
same  period.  Co-payment  exemptions  outlined  in  Section  46.12.204(2), 
ARM,  are  recipients  under  21  years  of  age,  pregnant  women,  and 
inpatients  in  a  hospital,  skilled  nursing  facility  or  other  medical 
institution.  Inpatients  are  exempt  if  the  individual  is  required  to 
spend  for  his/her  cost  of  care  all  but  his/her  personal  needs 
allowance.  As  a  result,  more  money  is  exempt  from  the  home 
health  service  co-payment  requirement  than  is  required,  and  the 
amount  necessary  is  minimal  to  the  Medicaid  program  as  a  whole. 
The  department  indicated  $529,650  in  co-payments  for  the  entire 
Medicaid   program  was  deducted   from  billings  in   fiscal   year   1983-84. 

Other  factors  contributing  to  the  ineffectiveness  of  co-pay- 
ments are  high  billing  costs  and  low  collection  rates  of  providers. 
High  billing  costs  remove  providers'  incentive  to  bill  for  co-pay- 
ments. The  average  billing  costs  for  five  agencies  reviewed  was 
$5  per  billing.  For  those  co-payments  actually  billed,  collection 
rates  are  too  low  to  cover  costs.  This  low  collection  rate  results 
in  reduced  reimbursement  for  home  health  providers  due  to  billing 
procedures  used  by  the  department.  This  billing  procedure  sub- 
tracts one  dollar  automatically  for  each  service  billed.  Conse- 
quently, providers  lose  one  dollar  for  each  service  provided  to  a 
Medicaid   recipient  if  he/she  does   not  pay  the  co-payment  amount. 

Co-payments  are  not  required  for  personal  care  attendants 
and  Waiver  services  due  to  prescription  of  services  by  the  attend- 
ing  physician   and   supervision   of  services   by  a   registered   nurse  or 
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SRS  employee.  We  noted  the  same  supervision  of  services  also 
applies  to  home  health  recipients.  Type  and  number  of  services 
provided  through  the  Home  Health  Services  program  are  prescribed 
by  attending  physicians.  This  eliminates  recipient  control  over 
utilization  of  services,  thus  removing  the  effectiveness  of  the 
co-payment  requirement. 

All  these  factors  result  in  co-payments  for  home  health  ser- 
vices not  providing  control  over  utilization  or  providing  minimal 
savings  to  the  program.  As  discussed  in  the  previous  section,  the 
department  can  control  utilization  with  limitations  on  number  of 
visits  per  year  and  amount  of  monthly  billing  allowed.  Although 
co-payments  provide  impact  in  other  Medicaid  programs,  we  found 
co-payments  are  ineffective  and  do  not  provide  any  substantial 
savings  to  the   Home  Health  Services  program. 

RECOMMENDATION    #6 

WE     RECOMMEND     THE     DEPARTMENT     ELIMINATE     THE     CO- 
PAYMENT    REQUIREMENT    FOR   HOME   HEALTH   SERVICES. 


Controls  Over  Equipment  Purchases 

A  $75  limitation  on  equipment  purchases  for  home  health 
recipients  is  a  requirement  of  every  home  health  contract.  This 
limitation  requires  all  purchases  over  $75  to  be  approved  by  a 
section  staff  member.  We  examined  provider  files  and  paid  claims 
information  to  determine  the  number  of  purchases  over  the  $75 
limit  and   procedures  used   for  these  purchases. 

During  our  review,  we  noted  most  equipment  purchases  are 
not  made  through  home  health  service  providers.  The  majority  of 
equipment  purchases  are  processed  by  Durable  Medical  Equipment 
(DME)  providers.  This  is  a  more  effective  process  since  DME 
provider  restrictions  would  apply  to  the  equipment  purchases. 
DME  providers  are  restricted  by  a  price  scale  and  defined  allow- 
able purchases. 
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No  concerns  were  noted  in  our  review  of  limitations  on  equip- 
ment purchases.  In  both  instances,  purchases  through  DME 
providers  and  authorizations  for  $75  purchases,  utilization  control 
is  adequate. 
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CHAPTER  V 
SUMMARY 

As  noted  in  Chapters  III  and  IV,  there  are  a  number  of 
concerns  related  to  the  administration  of  the  Home  Health  Services 
program.      These  concerns  include: 

1.  lack  of  program  definition; 

2.  minimal     coordination     with     alternative     health     care     ser- 
vices; 

3.  lack  of  formal   utilization   review  system;    and 

4.  inappropriate   utilization   controls   and    ineffective   monitor- 
ing of  these  controls. 

Other  problems  noted  during  our  audit  include  a  lack  of 
program  goals  and  objectives,  and  a  lack  of  adequate  management 
information. 

For  the  program  to  be  more  effective,  the  staff  administering 
the  program  should  have  direction  as  to  what  the  program  is 
supposed  to  do  and  through  what  means  those  tasks  will  be  accom- 
plished. Program  goals  and  objectives  could  provide  the  needed 
direction,  as  well  as  provide  criteria  for  measuring  program  per- 
formance. 

Program  administrators  have  little  management  information 
related  to  program  operations.  We  had  to  use  historical  paid 
claims  information  to  develop  our  own  information  pertaining  to  the 
number  and  types  of  services  provided  through  the  program.  We 
also  noted  inadequate  department  monitoring  of  information  pertain- 
ing to  program  activities.  A  limit  of  200  visits  per  recipient  per 
year  is  established  in  the  administrative  rules.  This  is  not  a 
reasonable  limit  since  we  found  only  2.4  percent  of  all  recipients 
receive  50  or  more  visits  in  a  year.  This  does  not  allow  the 
department  to  monitor  this  control.  Expenditures  over  $400  per 
month  per  recipient  must  be  prior  authorized  by  the  department. 
We   found   little  documentation   of  authorizations  or  denials   for  these 
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expenditures  at  SRS.  The  edit  in  the  claims  processing  system 
identifying  billings  for  more  than  $400  per  month  was  not  function- 
ing properly  for  approximately  eight  months  so  there  was  no 
monitoring  of  this  control.  Without  adequate  management  infor- 
mation, SRS  cannot  know  if  the  program  and  related  controls  are 
functioning  as   intended. 

While  the  Home  Health  Services  program  provides  needed 
services,  the  current  administration/management  of  the  program 
could  be  improved.  By  correcting  the  deficiencies  noted  in  the 
report,  the  department  could  be  more  assured  the  program  is 
operating   in  an  efficient  and  effective  manner. 

RECON4MENDATiON   #7 

WF    RECOMMEND    THE    DEPARTMENT    ACTIVELY    MANAGE    THE 

HOME   HEALTH   SERVICES   PROGRAM   THROUGH: 

A.  DEVELOPMENT   OF   HOME   HEALTH    PROGRAM  GOALS  AND 
OBJECTIVES; 

B.  GENERATION     OF     ADEOUATE     MANAGEMENT     INFORMA- 
TION;   AND 

C.  INCREASED  MONITORING  OF   PROGRAM  ACTIVITY. 
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AGENCY   RESPONSE 


DEPARTMENT  OF 
SOCIAL  AND  REHABILITATION  SERVICES 


TED SCHWINDEN  GOVERNOR 


PO  BOX  4210 


STATE  OF  MONTANA 


HELENA,  MONTANA  59604 


January  3,  1986 


Jim  Pellegrini 

Deputy  Legislative  Auditor 

Office  of  the  Legislative  Auditor 

State  Capital 

Helena,  MI  59620 

Dear  Jim, 

I  have  reviewed  your  report  pertaining  to  Home  Health  Services  with  my  staff. 
I  would  like  to  offer  the  following  in  response  to  recommendations  made  in 
that  report. 

Recommendation  #1: 

We  recommend  the  Department  clearly  defines  the  Home  Health  Services  Program. 

Response:  The  Department  concurs.  We  believe  we  have  operated  on  a 
consistent  basis  under  Medicare  principles.  Most  people  served  under  Home 
Health  are  Medicare  recipients  and  those  guidelines  are  generally  accepted  in 
the  industry.  We  will  review  the  definitions  of  service  used  under  the 
program  to  determine  if  they  could  be  more  clearly  defined. 

Recommendation  #2: 

We  recommend  the  Department  monitor  home  health  services  provided  by  Home 
Health  Aides  and  Personal  Care  Attendants  to  facilitate  appropriate  services 
at  the  lowest  cost. 

Response:  Currently,  when  requested  services  are  identified  as  being  more 
appropriately  completed  by  a  Personal  Care  Attendant  rather  than  a  Home  Health 
Aide,  referrals  are  made  to  employ  a  Personal  Care  Attendant.  These  referrals 
have  occurred  primarily  as  a  result  of  our  prior  authorization  reviews  and 
have  been  done  with  a  recognition  of  the  differences  between  Personal  Care 
Attendants  and  Home  Health  Aides.  We  concur  that  our  recent  reorganization 
will  enable  us  to  be  even  more  effective  in  this  area,  particularly  when 
additional  management  information  can  be  provided  to  further  assist  in 
identifying  potential  referrals  to  the  Personnel  Care  Attendant  Program. 
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Recommendation  #3: 

We  recommend  that  the  Department  include  in  future  planning  an  established 
system  for  utilization  review  of  Home  Health  Services. 

Response:  The  Department  concurs  with  the  recommendation.  Utilization  review 
resources  however  are  very  limited.  As  such  they  have  been  allocated  to  the 
programs  with  the  largest  dollar  volume  and  greatest  potential  for  return. 
The  Home  Health  Program  accounts  for  less  than  1%  of  the  Medicaid  budget. 
These  other  programs  also  have  specifically  mandated  utilization  review 
criteria  by  the  federal  government.  In  order  to  devote  additional  resources 
to  the  Home  Health  program  the  department  will  request  additional  resources 
from  the  legislature  for  this  program. 

Recommendation  #4: 

We  recommend  the  Department  re-evaluate  the  Home  Health  program  control 
limitation  for  visits  and  adjust  it  as  necessary. 

Response:  The  1985  legislature  directed  the  department  not  to  decrease  the 
scope,  amount,  and  duration  of  services.  Since  the  200  visits  is  a  service 
limit  we  believe  we  would  be  prohibited  from  decreasing  the  limit.  We  could 
set  a  utilization  review  limit  at  a  lower  number  of  visits.  Such  an  increase 
in  review  would  have  to  be  addressed  with  the  additional  staff  request 
discussed  in  #3  above. 

Recommendation  #5: 

We  recommend  the  Department  re-evaluate  its  procedures  regarding  prior 
authorization  and  correct  existing  deficiencies. 

Response:  The  Department  concurs.  When  it  was  discovered  the  $400.00  claims 
processing  edit  was  not  in  place  the  department  requested  the  claim  processing 
contractor  to  install  it.  This  was  accomplished  in  July.  The  auditor  found  a 
malfunction  in  the  edit  and  apparently  is  satisfied  that  the  edit  is  now 
functioning  correctly.  We  will  monitor  the  edit  to  insure  it  is  functioning 
properly. 

Recommendation  #6: 

We  recommend  the  Department  eliminate  the  co-payment  requirement  for  Home 
Health  services. 

Response:  The  elimination  of  co-payments  was  addressed  by  the  1985  legisla- 
ture. At  that  time  the  legislature  decided  that  the  co-payments  would  remain 
in  place.  Such  a  change  would  need  to  be  addressed  by  the  1987  legislature. 

Recommendation  #7: 

We  recommend  the  department  actively  manage  the  home  health  services  program 
through: 
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A.  Development  of  home  health  program  goals  and  objectives; 

B.  Generation  of  adequate  management  information;  and 

C.  Increased  monitoring  of  program  activity. 

Response:  A.  Concur.  We  plan  to  develop  specific  written  goals  and  objec- 
tives. 

B.  Concur.  We  plan  to  develop  additional  information  from  the  claims 
processing  system  specific  to  this  programs  utilization.  We  plan  to 
evaluate  the  programing  used  by  the  auditors  to  determine  its  usefulness 
to  program  administration. 

C.  We  will  continue  to  monitor  claims  in  excess  of  $400.00.  This  actively 
should  increase  with  the  correction  of  the  $400.00  claim  processing  edit. 

If  you  have  any  questions  or  comments  please  contact  John  Larson  at  444-4540. 

Sincerely, 


^  Dave/Lewis 
Director 


MA/c 

cc   Lee  J.  Tickell 
John  Larson 
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